Purpose: To examine turnover intentions, as well as the prevalence and frequency of uncivil behaviors, from the perspective of registered nurses, respiratory therapists, and imaging professionals, using a new method to categorize exposure magnitude. Design and Methods: Data were collected using the 22-item Negative Acts Questionnaire-Revised (NAQ-R). Additional items, informed by Price and Mueller's causal model of turnover, were included, as were select demographic variables. The final sample included 170 healthcare professionals. Descriptive statistics were used to describe the sample, a chi-square test was constructed to test for significant differences in exposure to uncivil behavior based on demographics, and Cochran-Mantel-Haenszel statistics were used to test associations between variables and calculation of raw sum scores to implement a new method of analysis for the NAQ-R, allowing for categorization of exposure magnitude. Findings: Exposure to uncivil behavior was reported more often among nursing staff than other healthcare professionals. Lack of exposure to uncivil behavior was a significant predictor of intention to stay. Perceptual differences were found between nurses prepared at the baccalaureate and associate degree levels. Lastly, no significant correlations between exposure to uncivil behavior and selected demographic variables were found, suggesting that exposure is not dependent upon age, race, unit type, or educational level. Conclusions: Findings support prior research associating negative organizational climate with higher turnover intentions. Uncivil behavior was reported across the organization, most predominantly among units staffed with nurses. Finally, use of newly defined cutoff points for the NAQ-R provide organizations with the ability to use both subjective and objective data to identify targets of uncivil behaviors to construct meaningful interventions. Clinical Relevance: There is a need to develop more meaningful interventions to support targets of uncivil behaviors. Use of the NAQ-R, coupled with the proposed cutoff scores, allows for the identification of targets, the magnitude of exposure, and the construction of meaningful primary, secondary, and tertiary intervention programs that may improve turnover and quality of care.
Workplace incivility includes behaviors such as persistent rudeness, yelling, interrupting, undermining, ignoring someone, spreading rumors, and even violence (Sheridan-Leos, 2008) . Incivility, also referred to as bullying (Bartlett & Bartlett, 2011; Simons, Stark, & DeMarco, 2011) , lateral or horizontal violence (Sheridan-Leos, 2008; Vessey, Demarco, & DiFazio, 2010) , and disruptive behavior (The Joint Commission, 2008) , is difficult to define; however, perhaps the most comprehensive definition comes from Clark (2009) , who defined incivility as "Rude or disruptive behaviors which often result in psychological or physiological distress for the people involved and if left unaddressed, may progress into threatening situations " (p. 194) .
Uncivil behaviors in healthcare organizations have been widely studied, primarily in nursing. Research shows that uncivil behaviors impact employee satisfaction, nurse turnover, morale (Chang, Ma, Chiu, Lin, & Lee, 2009; Kalisch, Lee, & Rochman, 2010) , client outcomes (Burke, Grobman, & Miller, 2013; Havens, Vessey, Gittell, & Lin, 2010; McCaffrey et al., 2012; Rosenstein & O'Daniel, 2006) , and psychological well-being (Ortega, Christensen, Hogh, Rugulies, & Borg, 2011) . Although the impact of incivility in the nursing profession has been widely studied, a lack of evidence exists on the presence of uncivil behaviors in other professions. Additionally, no meaningful method of categorizing exposure magnitude exists. Therefore, this study sought to examine turnover intentions, as well as the prevalence and frequency of uncivil behaviors, from the perspective of registered nurses, respiratory therapists, and imaging professionals, using a new method to categorize exposure magnitude in a private, not-for-profit healthcare organization in Southeastern North Carolina.
Background
Incivility in the workplace has gained increasing national attention. Consequently, efforts to raise awareness and to provide some measure of recourse for victims of incivility, have been on the rise. As early as 1998, an editorial in the Washington Post called for a legislative solution to combat workplace harassment for all, without the protected class limitations imposed by Title VII of the 1964 Civil Rights Act (Namie, 2003) . Next, in 2001, Law Professor David Yamada began a grassroots movement to introduce anti-bullying laws in every state. To date, Yamada's Healthy Workplace Bill (HWB) has been introduced in 30 states and 2 territories. While not widely adopted, the HWB raised awareness of workplace incivility (HWB, 2014) . Unlike Title VII, the HWB does not require that victims have protected status, thereby addressing gaps in current state and federal laws. Instead, the bill provides all victims the right to pursue legal action against the perpetrator, holds the organization accountable, and gives employers a legal avenue to terminate perpetrators of uncivil behavior (Yamada, 2013) .
As a result of increased awareness, and research supporting the deleterious impact of incivility in the workplace, healthcare facilities, accrediting agencies, and professional organizations have proposed measures to combat the issue. In 2008, The Joint Commission issued a sentinel event alert titled "Behaviors that undermine a culture of safety." The alert identified uncivil behaviors such as verbal outbursts, physical threats, uncooperative attitudes, and intimidation that, if not addressed, could lead to poor client outcomes, reduced client satisfaction, medical errors, and increased cost. Consequently, organizations were encouraged to adopt zero tolerance policies for these behaviors. The alert also prompted the establishment of a new leadership standard that was included in the accreditation, standards which require that organizations establish codes of conduct and implement processes for managing uncivil behaviors (The Joint Commission, 2008) .
Professional organizations soon followed The Joint Commission in its efforts to address incivility. The American Medical Association, the American Association of Critical Care Nurses, and the American Nurses Association (ANA) all developed position statements related to incivility in the workplace (Plonien, 2016) . In 2015, using the ANA Code of Ethics for Nurses (ANA, 2015b) as a framework, the ANA's Professional Issues Panel on Incivility, Bullying, and Workplace Violence developed a revised position statement which charges all registered nurses, and employers in all settings to "create a culture of respect that is free of incivility, bullying, and workplace violence" (ANA, 2015a, para. 1). The position statement also provides organizations with a framework to provide primary, secondary, and tertiary prevention measures and recommends the establishment of zero tolerance policies for workplace violence and incivility.
The organization, which served as the setting for the study, recognized the legislative and regulatory trends related to incivility in the workplace. There were no complete, systematic, or formal processes in place to deal specifically with incivility, and no formal training of staff in effective conflict resolution, interprofessional communication, or the development of skills required to work as a team. Moreover, an analysis of qualitative data retrieved from an internally created participant feedback tool, administered to participants (n = 120) upon completion of an American Nurses Credentialing Center-approved preceptor education course, consistently identified the need for more training in these areas to effectively address incivility. In addition to the results (Table 1) . Collectively, these concerns became the impetus for the study. Turnover data were requested for non-nursing positions; however, the organization only formally tracked nursing turnover.
Methods
An exploratory, cross-sectional survey research design was used to collect data related to the prevalence and frequency of exposure to uncivil behaviors among registered nurses, respiratory therapists, and imaging professionals; categorize exposure magnitude; and explore turnover intentions.
Phase 1 of the study began with identifying a reliable and valid instrument that could be applied in the healthcare setting. Several instruments emerged from the literature review, including the Organizational Civility Scale (Clark, Landrum, & Nguyen, 2013) , the Nursing Incivility Scale (Guidroz, Burnfield-Geimer, Clark, Schwetschenau, & Jex, 2010) , the Workplace Incivility Scale (Cortina, Magley, Williams, & Langhout, 2001) , and the Negative Acts Questionnaire-Revised (Einarsen, Hoel, & Notelaers, 2009 ). The 22-item Negative Acts Questionnaire-Revised was selected for use in the study because of its widespread national and international usage (Abe & Henly, 2010; Nam, Kim, Kim, Koo, & Park, 2010; O'Farrell & Collins, 2005; Tsuno, 2010; Vogelpohl, Rice, Edwards, & Bork, 2013) ; strong construct validity, factor structure, and psychometric properties (Beckmann, 2012; Einarsen et al., 2009) ; and successful use across multiple professions in a variety of organizational settings (Etienne, 2014; Hogh, Hansen, Mikkelsen, & Persson, 2012) . The 22 items on the NAQ-R are written in behavioral terms and avoid the use of terms such as bullying, harassment, or incivility. Respondents are asked about frequency of exposure to "negative acts" within the last 6 months, with responses ranging from (a) "never," (b) "now and then," (c) "monthly," (d) "weekly," and (e) "daily." Issues with the original 23-item NAQ appeared when the instrument was translated to English; therefore, the authors revised the tool for international use. During the revision, confirmatory factor analyses revealed a three-factor structure: workrelated bullying, person-related bullying, and physical intimidation bullying (Einarsen et al., 2009 ). The revised tool (NAQ-R), resulting in the English version of the NAQ-R used in the current study, has demonstrated high internal reliability, with Cronbach's α ranging from .89 to .93 (Einarsen et al., 2009) . Pearson product moment correlation coefficients between raw sum scores and a respondent's perception of being bullied demonstrated a strong positive correlation (r = .54, p < .001), further supporting the tool's reliability. Construct validity was determined using an analysis of variance (ANOVA) which demonstrated that victims of bullying reported higher scores on the instrument than nonvictims (p < .001; Einarsen et al., 2009) .
To address intent to leave the organization, four statements informed by Price and Mueller's (1981) causal model of turnover were included in the demographic section of the survey, exclusive of the NAQ-R. The statements "I plan to leave the organization as soon as possible;" "I would be reluctant to leave the organization;" "I plan to stay with the organization as long as possible;" and "Under no circumstance will I voluntarily leave the organization" were rated using Likert-type scale responses that ranged from 1 = "strongly disagree" to 5 = "strongly agree." Price and Mueller's causal model of turnover has been tested extensively to explore turnover, and repeated estimations of the model determined the model to be empirically sound (Price, 2000) . Additional exploration of the model by Price and Mueller (1981) and others (Brewer, Kovner, Green, Tukov-Shusher & Djukic, 2012; Chang, Wang, & Huang, 2013; Sawatzky & Enns, 2012; Harrison, Newman, & Roth, 2006) found intention to be the strongest predictor of turnover, thereby supporting the construct validity of the model and its use in the current study. Demographic questions of interest included age, race, gender, level of education, unit type, length of time with the organization, and primary offender related to negative acts.
Phase 2 consisted of stakeholder meetings to discuss instrument content and elicit feedback for potential changes. Representatives from nursing, imaging, and respiratory therapy were in attendance. Feedback was minimal and resulted in no changes to the instrument.
Phase 3 included pilot testing of the instrument to assess face validity and length of time required for completion, and to determine feasibility of the study. Following this process, the instrument was distributed organizationwide. All data collection activities were approved by the institutional review board of the organization.
Data Collection
Following pilot testing, Phase 4 of the process was initiated beginning with formatting of the survey for online administration using SurveyMonkey R (SurveyMonkey, Palo Alto, CA). Survey settings were adjusted to ensure that Internet protocol (IP) addresses would not be collected and that responses could not be linked to any individual participant. The survey included an option to opt out of the study at any time, as well as contact information for the principal investigator. Measures to ensure data security and confidentiality were also explained in the survey. A flyer was created to inform targeted staff of the location of the survey on the organization's intranet. Consent was implied by participants' completion and submission of the survey.
The survey was launched organization-wide via the corporate intranet, targeting 1,300 staff members from nursing, respiratory therapy, and imaging, across all campuses. E-mail reminders were sent to staff weekly for 3 weeks. One hundred and seventy surveys were returned, for a 13% response rate. While response rates for online, web-based surveys vary, according to Porter and Whitcomb (2003) , low survey response rates have led to the common practice of using survey data with response rates of less than 50%. In the current study, a number of evidence-based techniques (Barriball & White, 1999; Dillman, Smyth, & Christian, 2009; Miller & Smith, 1983) were employed to reduce response bias. These techniques included (a) notifying individuals via flyer before the survey was launched, (b) ordering survey questions so that questions of interest were placed before demographic data requests, (c) including a survey statement informing participants of the importance of the survey and its results, and (d) sending weekly reminders to complete the survey during the 3-week window of opportunity.
Data Analysis
All completed survey instruments were analyzed using the statistical software package SAS C Version 9 of the SAS System for Unix (SAS Institute Inc., Cary, NC, USA). Data analysis began with an evaluation of missing data. The analysis revealed less than 1% missing data; therefore, person mean substitution was used to impute missing values. To test the associations between variables, the PROC FREQ computation was used to produce three Cochran-Mantel-Haenszel statistics: (a) a correlation statistic, (b) ANOVA and row mean scores differ, and (c) a general association statistic (Walker, 2010) . Raw sum scores for individual NAQ-R responses were calculated to categorize respondents based on Notelaers and Einarsen's (2013) new method of analysis, which eliminates dichotomizing of uncivil behavior, which produces less accurate results. This method of calculation allows organizations to see that incivility occurs across a continuum and provides for greater focus on targets of the behavior. Notelaers and Einarsen's cutoff values were developed using a receiver operation characteristic, which is considered to be the gold standard when attempting to improve discrimination between categories of subjects (Pintea & Moldovan, 2009 ). Calculating raw sum scores produces a lower threshold and a higher threshold (cutoff values), allowing for categorization of exposure ( Table 2) .
Results

Sample Demographics
Analysis of sample demographics revealed that there were 88 (93.62%) female and 6 (6.38%) male respondents. Racial representation in the sample (Table 3) was predominantly Caucasian (n = 82, 86.32%), with the largest minority group being African American (n = 5, 5.26%). The age of the survey respondents ranged from 20 to 68 years, with an average age of 38 years. The majority of respondents (n = 44, 47.31%) held an associate degree in their field and 36 (38.7%) held a bachelor's degree or higher. Twenty-five (26.32%) of the respondents worked in respiratory therapy (n = 11) and radiology (n = 14), and the remaining 73.68% of the respondents consisted of nurses from across the organization.
Categorization, Prevalence, and Frequency
A raw sum score was calculated for each respondent. Using Notelaers and Einarsen's (2013) cutoff values and categorization schema of "not bullied," "occasionally bullied," and "severely bullied," results revealed that 28% of respondents perceived themselves to be "occasionally bullied," and 11.83% identified as victims of "severe bullying." The frequency distribution of responses to individual items is found in Table 4 .
A chi-square test was constructed to test for significant differences in exposure to uncivil behavior based on demographics. No significant differences were found between exposure to bullying and unit type, age, education level, or years with the organization. Over 50% of respondents working on medical surgical units (n = 12) identified themselves as either occasionally bullied or as victims of severe bullying. In contrast, only 19% (n = 2) and 14.28% (n = 2) of respondents from respiratory therapy and radiology, respectively, considered themselves as occasionally bullied or victims of bullying. The lack of a statistically significant association between unit type and exposure to uncivil behaviors suggests that the behaviors occur in all units.
Those with the organization less than 1 year were less likely to be victims of bullying than those employed by the organization for several years. Reports of exposure to occasional bullying increased the longer the respondent was employed by the organization.
Turnover Intentions
Turnover intentions were measured through the use of four items and a chi-square test constructed to test for association between bullying and the four intention statements. Respondents who strongly disagreed with the statement "I plan to leave the organization as soon as possible" had a higher probability of not being bullied (p < .0001). Respondents who strongly agreed with the statement "I would be reluctant to leave the organization" were more likely to identify as not being bullied (p = .0002), and respondents who strongly agreed with "I plan to stay with the organization as long as possible" had a higher probability of not being bullied (p < .0001). The final intention item, "Under no circumstance will I voluntarily leave the organization," revealed similar results. Respondents who agreed or strongly agreed with the statement had a higher probability of not being bullied (p = .0006). To determine the primary perpetrator of bullying behaviors within the organization, a frequency distribution was created ( Table 5) .
Discussion
This study found no significant differences between exposure to uncivil behaviors and selected demographic variables, suggesting that exposure is not dependent upon age, race, or educational level. Moreover, while turnover rates were higher on some units, no significant correlations were found between exposure to incivility and unit type. Rather, exposure was identified throughout the organization, though reported exposure percentages were higher on medical surgical units and lower in the respiratory therapy and imaging departments. Other research supports the differences in reported exposure found within this study. Studies (DeKeyser et al., 2015; Lee, Bernstein, Lee, & Nokes, 2014) have shown that while uncivil behaviors existed across healthcare settings and professions, nurses were more likely to be victims. Others (Carayon & Gurses, 2008; Dellasega, 2011; Roche, Diers, Duffield, & Catling-Paull, 2010; Vessey, Demarco, Gaffney, & Budin, 2009) found that healthcare providers working in acute care arenas, or areas within high patient acuity levels, were more likely to experience incivility, stress, and burnout than their counterparts working in areas deemed less stressful.
Perceptual differences, with regard to bullying exposure, were found between respondents prepared at the associate degree level (n = 44, 47.31%) and those with a bachelor's degree or higher (n = 36, 38.7%), which may be linked to major differences in educational preparation. Baccalaureate nursing programs must ensure that curricula provide sufficient opportunities for students to achieve the nine American Association of Colleges of Nursing (AACN) essentials (AACN, 2008) , specifically "Essential VI: Interprofessional Communication and Collaboration to Improve Patient Health Outcomes." Additionally, baccalaureate programs include courses in nursing leadership and management, not traditionally part of associate degree curricula. The Commission on Accreditation of Respiratory Care (2015) also provides program Accreditation Standards for Entry into Respiratory Care Professional Practice. These standards state that programs must include education and training in working with interprofessional teams and diverse populations (Goal 4.05), as well as training in leadership and management (Goal 4.03) , at the bachelor's level and higher. Therefore, it is possible that those educated beyond the associate degree level have a greater awareness of what constitutes uncivil behaviors and are therefore more accurately able to identify themselves as having Note. Values are percentages.
been exposed to such behaviors. While similar accreditation guidelines exist for radiologic technology programs through the Joint Review Committee on Education in Radiologic Technology (2014a, 2014b), the minimum competency-based standards do not include language related to leadership or interprofessional communication, although programs may add additional curriculum content. Therefore, variation among curricula is likely. Lack of exposure to bullying behavior was a significant predictor of respondents' intention to stay with the organization. These findings support prior research that revealed work environment has a much greater impact on intention to leave than individual characteristics (Apker, Propp, & Ford, 2009; Coomber & Barriball, 2007; van der Hiejden, van Dam, & Hasselhorn, 2009) . While many factors are involved in creating a positive, healthy work environment, the results of this study support previous research that has identified the need to create and sustain working environments that promote civil, collegial relationships (Borhani, Tayebeh, Abbaszadeh, & Haghdoost, 2013; Gregory, Way, LeFort, Barrett, & Parfrey, 2002; Kanter, 1993; Laschinger, Finegan, & Wilk, 2009; Yang, Liu, Huang, & Zhu, 2013) . This study had several limitations. First, the sample was one of convenience, the survey response rate was low, and the sample was small; there was also a lack of racial, ethnic, and gender diversity, which may limit generalizability. However, the lack of diversity within the sample mirrors the healthcare profession as a whole, particularly nursing. Participation was limited to nursing, respiratory therapy, and imaging professionals. The addition of providers and other allied health disciplines would expand the generalizability of results. The geographic location was limited to one organization in southeastern North Carolina, and the majority of respondents were prepared at the associate degree level, which may further limit the ability to generalize results.
Clinical Significance
Despite its limitations, this study has useful implications for healthcare organizations, and all members of the healthcare team, related to uncivil behaviors and turnover. It is imperative for organizations to understand the impact that workplace incivility has on the psychological and physiological well-being of its employees, and by extension, the quality of care provided to its clients. Furthermore, organizations must understand that incivility is not simply a unit-based issue but, if left unattended, will permeate the entire organization, negatively impacting organizational climate, culture, and outcomes. Additionally, understanding that bullying occurs on a continuum and is not a dichotomous occurrence is crucial. Using the raw sum cutoff scores, versus a simple average score, allows organizations to effectively categorize respondents across this continuum. In doing so, organizational resources may be used more effectively through the development of targeted programs that include primary, secondary, and tertiary interventions, as recommended by the ANA (2015a). By ensuring that scarce clinical resources, specifically financial and human resources, are being used to address incivility in a meaningful way, organizations stand to experience tremendous gains in improved patient outcomes, increased morale, and decreased turnover. 
Clinical Resources
